The cephalometric analysis revealed a skeletal Class II due to mandibular retrognathism, hypodivergent growth pattern, reduced lower anterior facial height, proclined upper and lower anterior teeth [ Figure 2 and Table 1 ].
Treatment plan
Treatment goals were set to improve the facial profile by reducing facial convexity, to increase lower facial height, and to achieve a Class I molar and canine relationship with normal overjet and overbite. Because of the presence of large interdental spaces in the upper anterior region, to achieve the above goals, a nonextraction treatment plan and BSSO with mandibular advancement was planned and was suggested both to the patient and her parents, and a written informed consent was obtained.
Treatment progress
Both the upper and lower arches were banded and bonded with 0.022″ slot preadjusted MBT bracket prescription (McLaughlin, Bennett, and Trevisi). Upper and lower arches were leveled and aligned using the nickel-titanium (NiTi) wires. Wire sequence was 0.016″ NiTi, 0.018″ NiTi, 0.016″ × 0.022″ NiTi, and 0.019″ × 0.025″ NiTi. Space closure was done on 0.019″ × 0.025″ stainless steel wires, and 0.020″ × 0.028″ stainless steel stabilizing wires were placed in upper and lower arches. Presurgical records were taken [Figures 3 and 4] , models were mounted, mock surgery was done, and a surgical splint was fabricated. Mandibular advancement of 7 mm with BSSO was performed, and osteotomy cuts were secured with titanium plates. Finishing and detailing was done for 4 months, and debonding was done after achieving the preset treatment goals [ Figures 5 and 6 ]. An upper wraparound retainer and a lower fixed bonded lingual retainer were given.
Case 2
A 17-year-old male patient reported to the Department of Orthodontics with a chief complaint of forwardly placed upper front teeth. Clinical examination revealed Angle Class I malocclusion with brachyfacial pattern with 6 mm of interlabial gap at rest, a convex profile, an acute nasolabial angle, and a deep mentolabial fold. The patient had 10 mm of overjet, 40% overbite and crowding in the lower anterior region [ Figure 7 ].
The cephalometric analysis showed skeletal Class II due to mandibular retrognathism, hypodivergent growth pattern, reduced lower anterior facial height, proclined upper and lower anterior teeth [ Figure 8 and Table 2 ].
Treatment plan
Treatment goals were set to improve the facial profile by reducing facial convexity, to increase lower facial height, and to achieve normal overjet and overbite. To achieve these goals, extraction of upper 5's and lower 4's along with BSSO with mandibular advancement was planned and was suggested to the patient and his parents. Written informed consent was obtained.
Treatment progress
Both upper and lower arches were banded and bonded with 0.022″ slot preadjusted MBT bracket system. Upper and plates. Finishing and detailing was done for 6 months, and the appliance was debonded [ Figures 11 and 12 ]. Upper wraparound retainer and lower fixed bonded lingual retainers were given.
dIscussIon
Clinical and cephalometric findings of the two patients in this case report had skeletal Class II bases due to retrognathic mandible and orthognathic maxilla, with proclination of the upper and lower anterior teeth. Different extraction patterns were followed in the two cases presented here. As clinical examination revealed a Class I molar relationship in case 2, upper second premolars were extracted and upper molars were protracted to achieve a Class II molar relationship before the surgery. Upper molars were protracted using temporary anchorage devices. Lower first premolar extraction space was utilized for decrowding lower arch leveling and aligning was done using NiTi wires with 0.016″ NiTi, 0.018″ NiTi, 0.016″ × 0.022″ NiTi, and 0.019″ × 0.025″ NiTi wire sequence. Space closure was done on 0.019″ × 0.025″ stainless steel wires by lower anterior retraction and protraction of upper molars. In the upper arch, mini-implants were used to reinforce the anchorage during molar protraction. Following space closure, presurgical records were made [ Figures 9 and 10] , models were mounted, a mock surgery was done, and a surgical splint was fabricated. Mandibular advancement of 7 mm with BSSO was performed, and osteotomy cuts were secured with titanium the lower anterior teeth which were crowded. However, Case 1 was treated by the nonextraction method because molars were in full cusp Class II relationship to start with and sufficient interdental anterior spacings were present which can be used for alignment and retraction. After the completion of presurgical orthodontic phase in both the cases, mock surgery was done [ Figure 13 ]. Later, BSSO advancement was done.
Superimposition of pretreatment and posttreatment lateral cephalometric tracings was done for both the cases [Figures 14 and 15 ]. There was a change of 7° for SNB and ANB for Case 1 and 4° for Case 2 with no change in maxillary position and an increase in mandibular plane angle in both the cases, demonstrating both sagittal and vertical skeletal changes, which translated into a reduced facial convexity and an increased lower facial height [ Tables 1 and 2 ] and a pleasing soft-tissue facial profile. Molars and canines were finished in Class I with ideal overjet and overbite. 
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